Introduction
The perinatal mortality rate in England has been declining steadily and in 1978 was 15.5/1000.1 Factors accounting for this include better standards of housing and nutrition, and improved antenatal and intrapartum care. Some workers believe, however, that the perinatal mortality rate would have fallen without active antepartum2 and intrapartum 3 4management, though most agree that the overall perinatal mortality rate is approaching the minimum possible and that greater effort should be put into obtaining "quality" babies.5 Much help in achieving these aims may be obtained from detailed analysis of perinatal statistics to determine "risk factors" along the lines advocated in British Births 1970. 6 Our maternity department serves an inner-city, multiracial population. There is no general-practitioner unit attached, and except for management of severe rhesus disease mothers are not transferred to other units. We set out to analyse the various ethnic groups in terms of social class, age, and parity and determine to what extent the groups were comparable. We also tried to find the perinatal mortality rates, congenital malformation rates, and mean birth weights in the different groups.
Patients and methods
Information on maternal ethnic origin, social class, age, and parity and birth weight, perinatal mortality, and congenital malformations was obtained from the labour ward register. These data were closely comparable to information obtained from the statistics department of the West Midlands Regional Health Authority but were used in preference, as retums to the statistics department were incomplete. Mean birth weights showed the expected sex difference in the Indian and European groups. Indian (p < <0-001), Pakistani, Bangladeshi, West Indian (p < 0 001), and "other" infants (0 02 >p >0-01) weighed less than European infants. Indian infants weighed less than Pakistani (002 >p >001). Other comparisons yielded no significant differences (p>0 05).
Discussion
The underprivileged status of the population attending this hospital is shown by the predominance of social classes IV and V in all the ethnic groups. The differences were largely accounted for by differences in social class III, few patients in any of the ethnic groups being in social classes I and II. This distribution probably reflects a tendency for some class I, II, and III patients in the catchment area to book early for delivery elsewhere.
Patients from the three main countries in the Indian subcontinent-India, Pakistan, and Bangladesh-differed appreciably in maternal age and parity. A large proportion of Indian mothers were in the low-risk group so far as age and parity were concerned yet had the highest stillbirth and perinatal mortality rates but a low congenital malformation rate. The high perinatal mortality and congenital malformation rates in the Pakistani and Bangladeshi groups may have been partly related to the increased prevalence of grand multiparous and elderly mothers; these factors are probably due to cultural and religious influences.
The comparatively low mean birth weight of the West Indian babies combined with a low perinatal mortality rate was in keeping with the observation of low birth-weight-specific perinatal mortality rates in American blacks as compared with whites. 7 The reasons for differences in outcome between ethnic groups, particularly the perinatal mortality rate, are not clear and apparently not related to maternal age, parity, or social class. The relation between birth weight and perinatal mortality warrants further investigation in the major ethnic groups studied. Environmental factors such as dietary deficiencies, cultural differences-for example, application of surma8-and maternal diseases such as osteomalacia and anaemia in Asians may be contributory.
